Despite the high rate of co-occurring medical conditions experienced by individuals receiving assertive community treatment (ACT), this comprehensive service model continues to be considered primarily a mental health intervention. Without compromising fidelity to the model, ACT can serve as an ideal platform from which to provide both primary and behavioral health care to those with complex service needs. Using a case example, this article considers the transformation of the ACT mental health care model into an integrated health care delivery system through establishing nursing and primary care partnerships. Specifically, by expanding and explicitly redefining the role of the ACT nurse, well-developed care models, such as Guided Care, can provide additional guidelines and training to ACT nurses who are uniquely trained and oriented to serve as the leader and coordinator of health integration efforts.
Assertive community treatment (ACT) is considered the gold standard of community-based approaches to treating individuals with serious mental illnesses (Dixon, 2000) . Yet despite the high rate of co-occurring medical conditions experienced by members of this vulnerable population, which contributes to their poor health outcomes and significantly shorter life spans (Colton & Manderscheid, 2006) , this comprehensive service model continues to be considered primarily a mental health intervention. However, without compromising fidelity to the model, ACT can serve as an ideal platform from which to provide both primary and behavioral health care to those with complex service needs. This article considers the transformation of the ACT mental health care model into an integrated health care delivery system by expanding and explicitly redefining the role of the ACT nurse to include establishing partnerships with primary care providers.
Background
In the United States, people with serious mental illness experience poor health outcomes and die approximately 25 years earlier than members of the general population (Colton & Manderscheid, 2006) . Despite this recognition, differential morbidity and mortality rates have accelerated in recent years (Morden, Mistler, Weeks, & Bartels, 2009; Saha, Chant, & McGrath, 2007) , indicating that those with serious mental illness have not benefited from advances in the overall health care system. Although those with low-complexity behavioral health care needs may be able to access traditional mental health and primary care services, persons with high-complexity behavioral health needs, including those with severe mental illness, have not been well served by traditional service systems within either mental health or primary care, as evidenced by continued health disparities among this population (Piatt, Munetz, & Ritter, 2010) .
The imperative to integrate the delivery of primary and behavioral health care services, which has been recognized as a clear priority given existing health disparities (Collins, Hewson, Munger, & Wade, 2010) , can be viewed as a spectrum based on individual clinical need (Mauer & Druss, 2009 ). The four-quadrant clinical integration model is a useful framework for identifying varying levels of primary and behavioral health needs (Collins, Hewson, Munger, & Wade, 2010; Mauer & Druss, 2009 ). It distinguishes between low-level and high-level needs, and recognizes the interplay of these needs within each of the four quadrants.
ACT, with its intensive service delivery design, is directed to individuals with high-level behavioral health needs; quite often, these clients also have high-level physical health risks and complexities. For example, in a cross-sectional study, Ceilley, Cruz, and Denko (2006) found that psychiatric patients receiving ACT had significant, and often multiple, chronic illnesses that required ongoing management for optimal outcomes, with their most common active medical conditions being osteoarthritis, hypertension, hepatitis C, gastroesophageal reflux disease, and reactive airway disease. Such individuals who are clustered in Quadrant 4 of the model and present unique challenges to current treatment approaches would be well served by a model of care in which primary care is integrated within ACT, as seen in Figure 1 .
Current Practice
ACT is an evidence-based practice that provides communitybased, comprehensive mental health services (Dixon, 2000) that are well suited for individuals with high-level behavioral health needs. Its ascendancy commenced 35 years ago in the wake of deinstitutionalization (Stein & Test, 1980) ; its importance was established during the rise of the evidence-based practice movement (Drake et al., 2001; Phillips et al., 2001) . It is, perhaps, the most studied and well-articulated service model for individuals with severe mental illness. Its success rests primarily on yielding lower rates of psychiatric hospitalization and better residential stability (Marshall & Lockwood, 2003) , two significant outcomes for an intervention designed to support deinstitutionalization. At the core of the ACT model itself is a multidisciplinary team composed of social workers, nurses, psychiatric rehabilitation counselors, substance abuse counselors, psychiatrists, and peer support representatives. Ideally, the team adheres to a consumer-to-staff ratio of 10:1. ACT fidelity standards specify a number of service parameters, including the availability of round-the-clock coverage, direct team involvement in hospital admissions and discharges, and the stipulation that the majority (80%) of client contacts be conducted within the community rather than in an office-based setting. Nationally recognized guidelines also outline suggested staffing patterns and structural components, such as the occurrence of daily team meetings to review the status of all clients and coordinate their care. Better client outcomes (or more specifically, reductions in number of emergent hospital-based interventions) have been associated with greater fidelity to the ACT model (Burns et al., 2007) .
ACT has also proven to be a stable platform from which to deliver other evidence-based mental health interventions, including integrated dual-diagnosis treatment, supported employment, and family psychoeducation endeavors (Drake & Deegan, 2008; Salyers & Tsemberis, 2007) . Yet despite recent efforts to expand the idea of a "patient centered medical home" for hard-to-reach populations, evidence-based physical health interventions within ACT have largely gone unaddressed within the research literature. What has been recognized, however, is that integrating primary care services into existing community mental health programs could reduce the costs associated with the use of acute medical care (DeCoux, 2005) in the same way that ACT lessens the use of acute in-patient psychiatric care. In addition, integrating medical, psychiatric, and substance abuse treatment within a single program can improve clinical outcomes (Ceilley et al., 2006; Mauer & Druss, 2009) .
Given that ACT is already a proven, resource-intensive model that serves those with high-level behavioral health care needs, and that it has become more widely instituted as evidence-based practices have become more prevalent (Carpinello, Rosenberg, Stone, Schwager, & Felton, 2002; Gold et al., 2003) , ACT is ideally suited to function as an efficient vehicle for the delivery of integrated behavioral and primary health care within a community-based setting specifically through redefining the role of the ACT nurse.
ACT Nursing
It is clear that nursing is a vital component of ACT's multidisciplinary team approach. McGrew, Pescosolido, and Wright (2003) studied ACT case managers' perspectives on critical elements of ACT and found that having full-time nursing support was viewed as one of the most important ingredients of ACT, whereas Ryan, Garlick, and Happell (2006) reported that community mental health team members felt nurses provide an aspect of care that cannot be met by other health care professionals on the team. The specific interventions performed by ACT nurses vary, however, with Wallace, O'Connell, and Frisch (2005) identifying complex relationship building, medication management, surveillance, and case management as several examples.
The most commonly identified role of the ACT team nurse is working closely with the team psychiatrist to address consumers' mental health needs related to medication management. In fact, Wallace et al. (2005) report that nearly two thirds of all encounters of mental health nurses with clients in the community involve medication management. From a practical standpoint, a primary responsibility of the ACT nurse then becomes the coordination and administration of psychotropic medications and the provision of consumer education about them. There is, however, little detailed information about other responsibilities and functions of an ACT nurse. Ryan et al. (2006) report focus group findings from community health nurses working on "mental health teams" who describe how they assist allied health staff with coordination of medical aspects of care, but do not specify beyond "secondary consultation" (p. 101). Ceilley et al. (2006) suggest that there is a need for ACT team nurses to actively counsel and screen for client medical conditions, but they do not report that this is being done. White and Kudless (2008) , in a qualitative study of community mental health nurses, including those working on ACT teams, report on the frustration that nurses feel when their "expertise in caring for consumers with complex co-morbid medical conditions" goes unrecognized and underutilized (p. 1079). This expertise was reported as including "the ability to do in-depth physical as well as psychological assessments, to triage, and to provide crisis care" (p. 1079). However, the emphasis was more on concerns with the current system and action steps to improve it.
In current practice, it is likely that ACT nurses regularly provide elements of primary and preventive care in addition to mental health services, although this aspect has not been explicitly defined and is likely inconsistent across teams. Community mental health nursing in other settings has been described as including engagement in a therapeutic relationship, triage and assessment, managing episodes of acute mental illness, managing medical aspects of care, medication profiling, education, and health promotion (Ryan et al., 2006) . The relationshipbuilding role, however, is perhaps the most important of these interventions, and one that is a prerequisite for other interventions. In fact, Wallace et al. (2005) suggest that creating relationships "is a primary goal of the nurses and is a basis for all other interactions" (p. 488). This is true regardless of whether nurses are working with clients to address physical or mental health needs, or both. What is also true is that it is becoming increasingly evident that clients are better served when their physical and mental health needs are addressed concurrently, because of the "inextricable nature" of mental and physical health and the consequences for clients when this inherent connectedness is not acknowledged (Weiss, Haber, Horowitz, Stuart, & Wolfe, 2009 ).
Integrated Care: Nursing/ Primary Care Partnerships
ACT nurses are well positioned to facilitate the integration of primary care services within the ACT team by explicitly defining and expanding the range of physical health monitoring services they can provide. Given their current key role on the team; their training in physical and psychosocial assessment, pharmacology, and disease management; and the nature of the traditional nursing model of wellness and wholeness, they are the ideal point person to assume this responsibility. Furthermore, and just as important, they may also be viewed by clients as such; clients, therefore, may be more willing to engage. As Kane and Blank (2004) suggest, "Seeing one's self as receiving care from a nurse who is addressing holistic health needs, not just mental health needs, may be more palatable" and less stigmatizing to clients than receiving services provided with a purely psychiatric intention (p. 557).
Although some ACT teams have used advanced practice nurses to provide physical health monitoring to clients (Kane & Blank, 2004) , as noted above, the practice is not widely described in the literature. Most ACT teams currently attempt to address clients' primary care needs by establishing linkages with outside primary care providers on a case-by-case basis. An alternative solution would be to embed primary care services within the ACT team, although such an approach has not been cited within the research literature. In either case, the use of an evidence-based model that supports a nursing/primary care partnership would provide a clear advantage in future efforts to integrate primary care into ACT.
Guided Care is the nurse/primary care physician partnership that was developed by Dr. Chad Boult and colleagues at Johns Hopkins University to improve outcomes for adults with complex health needs. Guided Care, which is based on the Chronic Care model, incorporates evidence-based processes with patient preferences (Boyd et al., 2007) . Specifically, this unique partnership calls for a specially trained and certified Guided Care nurse to work closely with a small group of primary care physicians and their staff to provide comprehensive and coordinated chronic illness care to an identified panel of 50 to 60 high-risk older patients (Boyd et al., 2010) . The processes of Guided Care (Boult, Giddens, Frey, Reider, & Novak, 2009 ) map closely with the current ACT nursing practices and are further described in Table 1 .
Though some ACT nurses currently are assuming responsibilities similar to those of a Guided Care nurse, they generally do so unofficially and without recognition, and on a needs-based, reactive basis. Guided Care, in contrast, specifically outlines the responsibilities of the nurse's role in this model and underscores the supervisory nature of her position in it.
It is important to note, however, that Guided Care lends itself to much more than a guideline for the nursing role. Its primary advantage is that it provides a clear blueprint for defining and structuring a collaborative partnership between ACT nurses and primary care providers, the establishment of which will be a key determinant in the success of an integrated program. There is no clear guidance for this partnership in the current ACT team structure, within which all members support the client in education and "activation" around health issues. However, in the Guided Care model, it is the nurse who is recognized-and serves-as the key coordinator of these group efforts. Assessing the patient at home ACT standards dictate that 80% of services are delivered in the field Creating an evidence-based Care Guide and patient-friendly Action Plan Client goal planning is integral to ACT services and strives to adapt evidencebased practice to consumer preference Promoting patient self-management Incorporation of mental health "Illness Recovery Management" programs Monitoring the patient's conditions monthly ACT standards stipulate a minimum of two times per month consumer monitoring Coordinating efforts of all health care providers ACT nurses are the key link in behavioral and physical health coordination Smoothing transitions between sites of care ACT services in the field include visits to hospitals and other care facilities Assessing, educating, and supporting the caregiver ACT nurses are the main health education resource for the ACT team Facilitating access to community resources Community integration is a core value of ACT services 68
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Guided Care also outlines protocols and standards necessary for the development and implementation of needs-driven client care plans.
One way for ACT teams to implement the Guided Care model is to have the Guided Care-trained ACT nurse develop a partnership with an existing primary care practice, linking services with the practice's primary care physician(s) and serving as key liaison for complex clients; in essence, functioning as a team member on both the ACT team and the primary care practice. Alternatively, primary care services could be embedded within an ACT team, which would ensure full on-site integration and further facilitate the partnership between nursing and primary care (Figure 2) . Electronic health records are a key component of this partnership and will need to be in place in order to ensure seamless integration of services and effective collaboration between providers, either through the ACT team in the case of on-site integration, or through the primary care practice linkage. Either way, it is important to consider that perhaps the most critical aspect of the Chronic Care model is the interaction between the "prepared proactive practice team" and the "informed activated patient" (Wagner, 1998) .
Case Example
We present the following case as an example of "reallife" implementation of care integration efforts. In the fall of 2008, a novel collaboration between a community mental health agency in Philadelphia, Pennsylvania, and a local academic medical center allowed for the transformation of what had been the agency's traditional ACT mental health interventions into an integrated, interdisciplinary system for the delivery of comprehensive health care services to individuals with serious mental illness whose histories of homelessness increased their need for flexible, community-based primary care. In particular, ACT services were provided as part of a "housing first" initiative that effectively ends chronic homelessness for individuals with serious mental illness by providing immediate access to permanent, independent housing (Tsemberis, Gulcur, & Nakae, 2004) . Through collaboration with the Department of Family and Community Medicine (DFCM) at Thomas Jefferson University, a primary care physician was embedded within the community mental health agency's two "housing first" ACT teams. The role of the primary care physician included being present at each team's morning meeting once a week and providing on-site and in-home integrated care in collaboration with the team nurses and psychiatrists one day a week. Follow-up primary care was provided both on-site and at the physician's hospital-based practice, which is an NCQA (National Committee for Quality Assurance) recognized medical home. The academic practice also facilitates specialty care referrals in coordination with the ACT team. This integration of primary care was made possible through an individual research fellowship that allowed for flexibility in the physician's schedule combined with institutional support as part of the DFCM's commitment to piloting innovative approaches to care for individuals with complex conditions. The sustainability of integrated primary care is currently based on soliciting ongoing grant funding. However, this program may find support in current system redesign as new models of reimbursement for complex integrated care are being considered.
Although the integrated care team currently is collecting long-term health outcome data as part of its chronic disease registry, health surveillance at intake revealed that more than 90% of its clients have at least one chronic medical condition requiring ongoing interaction with the health system (The Chronic Care Model, 2006-2010); over half of them have two or more chronic conditions (Weinstein, Henwood, Matejkowski, & Santana, 2011) . These include conditions such as cardiovascular disease, hypertension, diabetes, asthma/chronic obstructive pulmonary disease (COPD), and arthritis. The daily management of these chronic physical diseases imposes a considerable burden for which team nurses have assumed a significant role in ongoing collaborative chronic illness care and self-management support. For example, the nurses have been very active in interfacing with both inpatient and outpatient medical teams to facilitate complex, ongoing care issues, such as surgical and radiation treatment for locally advanced cancer and renal transplant evaluation for chronic renal failure. In situations such as these, advanced care could not have been accessed without team supports because of the complexities of the health care system.
In an effort to enhance the ability of the teams to respond to the complex physical health needs of our clients, the team nurses were trained in Guided Care nursing through the distance-learning curriculum at the Institute for Johns Hopkins Nursing in the Johns Hopkins School of Nursing. The team nurses found the interactive, webbased training to be valuable in extending the range of services they can provide to clients. In addition to the core content on the Guided Care model, the supplemental review of specific medical conditions, including diabetes and COPD, was helpful to the nurse whose expertise was predominately in psychiatric nursing. Now, in addition to their more traditional responsibilities, team nurses regularly and confidently assist clients with interventions more medical in nature than what they had previously provided, such as insulin adjustments and instruction in the use of respiratory inhalers.
Although the training was given specifically to the nurses, other key team members, including the psychiatrists and the clinical director, were receptive to learning about the Guided Care model, and actively embraced the information shared with them by the nurses. These exchanges enhanced the integration of care provided by the team to their clients.
Additionally, the management team has initiated the implementation of an enhanced electronic documentation system that has the flexibility to accommodate housing, case management, and clinical (psychiatric and physical health) tracking and monitoring. As it is just now being implemented, reports regarding integration facilitation outcomes would be premature.
An ongoing challenge for the care team remains communication and collaboration between it and outside providers, especially when it comes to transitioning clients between care providers and sites. However, the team expects to realize improvements in this area with further implementation of Guided Care and the specific recommendations the model provides for coordinating care transitions. With both nurses now trained, pilot implementation of Guided Care with a selected group of clients is planned for this year. During this pilot period, the team anticipates that it will better understand what modifications and additions may be necessary to adapt Guided Care to a population with high-level medical and behavioral health needs as well as histories of chronic homelessness, such as the inclusion of a module on issues specific to the metabolic effects of psychiatric medications, or one regarding adaptations to apartment living for newly housed individuals.
Future Directions
This case example illustrates a "real-world" implementation of primary care and ACT as an integrated health care delivery system with nursing as the keystone for coordination. Several unique strengths of the ACT model are essential to achieving person-centered care in "hard-to-reach" populations such as the one described here. These include team-based care, an emphasis on consumer choice, and incorporation of harm reduction principles.
Clearly, a multidisciplinary team is necessary to address the complex and multifaceted needs inherent in this population. The team must also strive to be recovery oriented by emphasizing consumer choice and a shared decision-making process as part of health promotion (Deegan & Drake, 2006; Drake & Deegan, 2008; Salyers & Tsemberis, 2007) , and the ACT nurse can serve a key coordination role. Finally, given the high rate of co-occurring substance use inherent in this population, harm reduction principles are a necessary orientation toward service delivery. These principles can also be used to support and adapt medical evidence-based care recommendations to consumer preferences in areas of chronic disease management (Hayhow & Lowe, 2006) . All successful integrated care programs include a strong element of self-management support. And just as the Guided Care model can be adapted to meet the needs of those with high-level behavioral and medical health care challenges, so, too, can evidence-based programs for chronic disease self-management be adapted to meet the needs of the Quadrant 4 population (Druss et al., 2010) . Guided Care specifically recommends linking patients with local chronic disease self-management programs, such as the Stanford Chronic Disease Self-Management Program (CDSMP; Boult et al., 2009) . Beneficial, holistic, and self-care directed health and wellness programs can and should be incorporated into the integration of mental health and primary health care services (Druss et al., 2010; Van Citters et al., 2009) , supported either directly within the ACT structure and managed by nursing or through ancillary community linkages.
In summary, we believe that the ACT model is well suited both theoretically and practically to serve as the foundation from which to address and resolve the significant physical and medical health disparities that exist in populations with serious mental illness. The ACT team nurse is uniquely trained and oriented to serve as the leader and coordinator of these efforts. In real-life practice, ACT nurses may already be addressing physical health needs of consumers on a daily basis, albeit unofficially and without recognition. However, well-developed care models, such as Guided Care, can provide additional guidelines and training to these nurses and a supporting infrastructure to the integrated primary care/behavioral health ACT model. Further integrated care development and service delivery can occur through direct community-based partnerships with primary care providers or by embedding a primary care provider within the ACT team itself. Additional research needs to be conducted in order to explore the feasibility and sustainability of such integrated models. However, this innovative work should be undertaken with urgency, given the great need that exists and the considerable potential benefits that may be realized.
